The number of adults aged 65 years and older is increasing rapidly, creating public health challenges. We used data from the 1995 and 2005 national surveys of Midlife in the United States (MIDUS) to compare changes in mental well-being of participants (n = 1007) of 3 age cohorts (ages 45-54 years, 55-64 years, and 65-74 years in 1995). Older adults experienced a slight decline in mental well-being not seen among younger participants and not explained by demographic variables, physical ailments, mental illnesses, or chronic conditions. (Am J Public Health. 2010;100:2385-2388. doi:10.2105/AJPH.2010.
193391)
Mental health research among older adults most often focuses on disease entities and symptoms such as major depression and anxiety that are known to be associated with poor outcomes in other health domains such as increased mortality and health care costs, especially in those with co-occurring chronic conditions (e.g., cardiovascular disease). [1] [2] [3] [4] Mental well-being and positive mental health are less studied among older adults. Measures of mental well-being load on a separate, but correlated, factor structure from measures of mental disorders. [5] [6] [7] [8] [9] [10] These findings support the dual continuum model of mental health, meaning that the absence of mental disorders does not imply the presence of high levels of mental well-being. Existing research on age and well-being has examined a wide spectrum of issues, encompassing general concepts such as life satisfaction 11 or more narrow domains such as positive affect. 12, 13 Often such investigations have relied on cross-sectional data, and the findings vary depending on how well-being is operationalized. We have expanded on critical research focusing on mental well-being, or ''good'' mental health, because we have included the established dimensions of psychological well-being 14 and social well-being 15 as well as emotional well-being as incorporated in a single instrument, the Mental Health Continuum-Long Form (MHC-LF). 16 This structure of mental well-being proposed by Keyes has been confirmed in several subsequent studies. 17, 18 We sought to address a research gap in understanding whether and why levels of mental well-being and its constituent components change over time. Specifically, is there a change in mental well-being in late life? Second, do physical ailments, chronic conditions, and mental disorders account for changes, if any, in mental well-being in late life?
METHODS
We drew data from the Midlife in the United States (MIDUS) national surveys of 1995 and 2005. Of the participants aged 45 years and older from 1995 (n =1671), 1007 (60%) completed follow-up measures in 2005 and were the sample for our study. The sample was divided into 3 age cohorts-youngest, middle, and oldest-based on the respondents' ages in 1995 of 45 to 54 years, 55 to 64 years, and 65 to 74 years, respectively.
Measures
The MIDUS surveys used the Composite International Diagnostic Interview-Short Form (CIDI-SF) scale to measure major depression, panic disorder, and generalized anxiety disorder. 19 Respondents' sociodemographic characteristics and the prevalence in the past 12 months of chronic conditions and physical ailments were obtained (Table 1) . Mental well-being was measured with the MHC-LF in which mental wellbeing is operationalized as the sum of the scores of emotional, psychological, and social well-being.
Statistical Methods
We used the c 2 statistic to assess socio- 
RESULTS
Comparisons over the 10-year survey period revealed that the mental well-being score decreased by 2.9% (from 66.6 to 64.7) among the oldest age cohort. However, the younger 2 cohorts experienced a 1.5% increase (the score for the group aged 45-54 years increased from 66.9 to 67.9; the score for the group aged 55-64 years increased from 67.8 to 68.8; P < .001; Table 1 ).
As seen in Table 2 , being in the oldest age cohort remained a significant predictor of a decline in mental well-being after we controlled for demographic variables, physical ailments, chronic conditions, or changes in CIDI-SF diagnoses. The strongest predictor of a decrease in mental well-being was having a CIDI-SF diagnosis in both surveys. Having an increase in physical ailments was associated with a decline in mental well-being whereas an increase in chronic conditions was not associated with a change in mental well-being. The single variable associated with improved mental well-being scores was having a CIDI-SF diagnosis in 1995 but no longer having the diagnosis in 2005. In examination of the components of mental wellbeing, being in the oldest age cohort remained an independent predictor of worsening emotional and psychological well-being. Age cohort did not predict change in social well-being.
DISCUSSION
Mental well-being scores were similar across the 3 age cohorts in 1995, but by 2005 the oldest-age cohort experienced a slight decline in score, whereas the scores of the youngestand middle-age cohorts improved slightly. The declines observed in emotional and psychological well-being may be responsible for the decrease in overall mental well-being during the late life transition. By contrast, change in social well-being was not associated with mental well-being among the oldest age cohort.
The decline in mental well-being among the oldest cohort remained statistically significant after we controlled for demographic variables, physical ailments, chronic conditions, and mental disorders. Thus, physical ailments and mental disorders were associated with a decline in well-being among the oldest cohort but are not the total explanation for that decline. Whether this is an age-associated finding or a cohort effect specific to this individual group of aging adults is uncertain. It is unclear how meaningful this small difference over a 10-year follow-up period is with regard to potential poor health outcomes or care costs. Although this change is small, its implications need to be investigated. Research in ''minor'' depression has already demonstrated that seemingly minor problems can have significant public health impacts for older adults. 20 Neither the prevalence of chronic conditions nor increases in chronic conditions over the 10-year period predicted change in mental wellbeing. Relatively low rates of chronic conditions and healthy survivor effects may explain our lack of association of mental well-being and chronic conditions. Even though the participants in the oldest cohort were more likely to report at least 1 chronic condition, they had fewer chronic conditions (an average of 1.48) than are seen in many clinically based samples derived from primary care settings or aging network service providers, in which the average number of chronic conditions ranges from 4 to 6. 21 Alternatively, chronic conditions may not affect mental well-being as much as they affect mental illnesses, particularly disorders such as depression. Increases in physical ailments, however, were associated with worsening mental well-being, opening the possibility that such generally reversible and more time-limited conditions may have had a more significant impact on mental well-being among our relatively healthy sample. In addition to the age cohort findings, the regression analyses in our study revealed that mental disorders, assessed with CIDI-SF diagnoses of depression, generalized anxiety, or panic disorder were associated with changes in mental well-being. With a regression coefficient comparable to that seen for being in the oldest age cohort, a 2005 onset of a mental disorder was associated with worsening mental well-being. Conversely, recovery or remission from a 1995 mental disorder was strongly predictive of improved mental well-being over the 10-year follow up. Although mental wellbeing is distinct from mental disorders, our finding suggests that improving mental illness outcomes to the point of recovery or remission has the potential to improve mental well-being. Such degrees of improvement are not often achieved with ''usual care'' diagnosis and pharmacological management; an increasing number of evidence-based interventions using the depression care management model, however, are resulting in substantially better outcomes. 22 Thus, public health efforts must continue to encourage evidence-based practices to reduce mental illness. Well-being therapies have been developed and targeted to anxiety and affective illnesses and may hold promise for improvement of well-being independent of those illness outcomes. 23, 24 Limitations of this study include that there was only 1 follow-up measure over a 10-year interval. Only counts of chronic conditions and physical ailments were available, which does not allow for control of correlations among chronic conditions. Similarly, functional status as measured in basic or instrumental activities of daily living associated with well-being in some studies was not available. Causality for change in mental well-being cannot be determined from the available data, and nonrespondents differed from participants included in the survey. Despite these limitations, the study suggests a small decline in mental well-being among the oldest cohort. Because of increases in the numbers of older adults in current demographic trends, 25 further research is needed to assess the significance of this small decline to determine whether illness-based interventions for depression now recommended more broadly in public health interventions [21] [22] [23] [24] can improve mental well-being outcomes, or whether more specialized interventions, such as well-being interventions specifically targeted to well-being outcomes, are needed. j 
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